Elizabeth B. 20.5.38. Partial forward dislocation of 2nd and 3rd cervical vertebrae. Decalcification of all cervical vertebrae.
In 1928 he first complained of swelling of the back of the hands. This would develop slowly over several hours, and was always worse if he had been using his hands, e.g. in digging or playing cricket. During the past three years there have been, in addition, haemorrhagic lesions of the skin, slightly raised and several centimetres in diameter. These also develop slowly, chiefly on the arms, thighs, and face, and often assume an iris form; they may be associated with swelling of the underlying tissues or may occur apart from this. The mucous membranes of the mouth are sometimes involved.
In 1936 the patient coughed up small quantities of blood on several occasions, and at other times he has had colicky abdominal pain suggestive of intestinal haemorrhage, or cedema. He also complains of intermittent swellings of the breasts, which remain definitely enlarged between attacks. In 1936 his penis was amputated, probably for epithelioma. There has been no evidence of recurrence of the growth.
On examination. History.
-Had a cold one month before admission. He had fallen from his mother's knee while sitting on the beach, and a few hours afterwards complained of pain in the back. This pain was very marked for two weeks, but was better for a fortnight before admission. X-rays showed dislocation of C 2 and C 3. Treatment.-The child was treated by allowing his head to hang over the end of a mattress placed under the shoulders, and when the dislocation had been reduced a plaster collar was applied.
II.-Elizabeth B., aged 5 years, first seen May 20, 1938. History.-She had previously attended the Paddington Green Children's Hospital, where an abscess in the neck had been opened. Subsequently stiffness in the neck developed and she was referred to the Infants Hospital. X-ray examination showed dislocation of C 2 and C 3.
Treatment.-The child was treated with her head in hyperextension, and when the dislocation was reduced, a plaster collar was applied.
The PRESIDENT said that these two cases were very rare. He did not know of any previously reported cases in which an inflammatory dislocation had occurred at the level of C 2 and C 3. In all the reported cases that he knew-including three which he had himself seen, the dislocation had occurred at the level of the 1st, or 1st and 2nd cervical vertebrae.
with diffuse cellular infiltration, mostly small lymphocytes. During the next three years the discharge recurred from time to time; it was profuse and milky, and occasionally tinged with blood. In 1933 an erysipeloid rash developed on the buttocks.
In January 1934 Mr. 0. Addison, at the Hospital for Sick Children, Great Ormond Street, examined the patient under an anaesthetic and found the vagina normal except for slight redness, and the uterus not enlarged. Cystoscopy showed nothing abnormal. The discharge, which was again examined, consisted mainly of fibrin and old blood, the whole being infiltrated with lymphocytes; no organisms were seen. Subsequently the milky discharge recurred at intervals of several months.
Severe attacks of pyrexia and erysipeloid rash on the buttocks occurred intermittently.
In February 1934 the patient was admitted to the West London Hospital, for further investigations, and the uterus at that time was found to be infantile. While in hospital she had an attack of cellulitis of the buttocks, with high pyrexia.
A month later Mr. Green-Armytage performed laparotomy, and found only slight cystic enlargement of both ovaries (not pathological). The uterus was infantile, and no lymphangioma was discovered in the pelvis. The appendix was removed and the abdomen closed. A week later another attack of cellulitis developed.
In May 1934 the patient returned to hospital with a still more profuse discharge, which was seen to pour out of the external os uteri at the rate of one drop per minute. Microscopically there is fat in a very finely divided form. This fat could easily be extracted with ether. Protein is present. The fluid has typical characteristics of chyle."
There has never been any chyluria. The discharge continued, and as much as two pints of chyle were passed a day. A sound was passed into the uterus, and for a time the discharge practically ceased.
Since 1934 the general health has been good, and the chylorrhoea was only occasional until August 1938; since when it has occurred at intervals of from two to fourteen days. The discharge at such times is copious and white in colour.
The right thigh, which previously had been considerably swollen owing to lymphatic obstruction, is now only 3 in. greater in circumference than the other thigh.
Hystero-salpingography, carried out by Mr. Green-Armytage, showed no abnormality of the uterus or tubes.
Discussion.-Dr. PARKES WEBER thought the condition was due to intermittent leaking of a lymphatic (chylous) vessel into the uterine canal, as he had maintained in October 1936 (Proc. Roy. Soc. Med., 30, 52). A lymphatic (or chylous) vessel might leak (mostly intermittently) into the urinary canal, into the alimentary canal, or on the surface of the body, and why should not similar leakage occur into the uterine canal, though no other case had yet been described?
Mr. SIMPSON-SMITH said that if the metrochylorrheea was due to a leaking lymphatic stoma, as suggested by Dr. Parkes Weber, i to 1 c.c. of sodium psylliate or other sclerosing fluid might be injected through either fornix into the base of the broad ligaments, for here the majority of the lymphatics of the uterus converged. Failing this, a light diathermy of the uterine mucosa ought to seal the leaking stomata.
[The report of other casesshown at the meeting will be published in the nextissue of the PROCEEDINGS of the Section.] 80
